that CD produces significant reductions in thin-ideal internalization, body dissatisfaction, dietary restraint, bulimic pathology and negative affect. It should be noted, however, that in the largest, most well-controlled CD trial, effects showed some signs of fading at 12-months (Stice et al., 2006) . Despite this, CD remains one of the most rigorously tested ED prevention programs. CD also is one of very few programs to yield positive results which have replicated in multiple labs.
In a previous effectiveness trial, we investigated the viability of administering CD using undergraduate peer-leaders (PLs) (Becker, Smith & Ciao, 2006) . In this study, new members in a sorority system were randomly assigned to receive peer-led CD or a more passive peer-led media advocacy (MA) intervention. MA presented similar content to CD, but eliminated the active, supposedly dissonance producing activities in an effort to investigate the importance of these activities. Results indicated that although both interventions reduced dieting, eating pathology, thin-ideal internalization, and body dissatisfaction at post-treatment and 7-week follow-up, only CD maintained these decreases at 8-month follow-up. These results are promising from a dissemination standpoint in that they suggest that trained undergraduates can deliver CD. This is important because many social systems that might wish to employ CD may not have sufficient clinical providers to implement it. Moreover, at the collegiate level many relevant social systems (e.g., sororities, athletics) are drawn to peer-led programs because such programs serve a dual purpose of addressing an important issue (i.e., prevention of EDs) and creating leadership opportunities for students. Peers also may play a significant role in body image (Shroff & Thompson, 2006) . Given that the above study is the only study to date to explore the delivery of an efficacious ED prevention program using PLs, replication appears important.
The purpose of this study was to determine if the results from our earlier trial would replicate with a larger sample. We also sought to investigate the differential effectiveness of Effectiveness of Peer 5 peer-led CD for higher-and lower-risk sorority members. Sorority members often are perceived to be at higher-risk for EDs as compared to college women generally. Data supporting this belief, however, are equivocal (Allison & Park, 2004; Cashel, Cunningham, Landeros, Cokley, & Muhammad, 2003) . Also, data from our previous trials indicate that individual sorority members fall along a continuum of risk, with some reporting minimal body image concerns. Given that sorority leaders, in our experience, want to implement programs with all members regardless of individual risk status, it seemed important to investigate differential response to peer-led CD and MA. Because MA is easier to administer than CD, a second evaluation of peer-led MA was warranted. Finally, although it would have been ideal to include a no-treatment control group in this study, the effectiveness nature of this research means collaborating with a social system that is unwilling to repeatedly include a no-treatment control condition. Thus, this was not possible.
We hypothesized that CD and MA would produce positive results through 7-week follow-up. We also expected CD to yield effects at 8-months, whereas positive results for MA would largely fade by 8-months. With regards to risk status, based on an earlier trial which explored the differential efficacy of CD and MA in high-and low-risk sorority members when administered by a doctoral level provider (Becker, Smith, Ciao, 2005) , we hypothesized no differences between high-risk and low-risk members' responses to the two interventions.
Method

Participants
New members entering a local university sorority system over two consecutive years participated in this study (see Table 1 for demographics). Of the 211 new members who initially accepted sorority membership, 188 participated (see Figure 1 ). Approximately 30% of female students on campus join to a sorority. Of the 211 women who received sorority bids over the two years of the study, seven did not pursue membership and 16 received excused absences from the first program session (e.g. for class, athletic event; Figure 1 ).
Of the remaining 188 members, 100% participated in the study, and comprise the base study sample. Because this study investigated prevention, not treatment, we excluded members who met DSM-IV ED criteria, as in our previous trials, based on responses to the Eating Disorder described how they would respond to that pressure now, e) developed a top-ten list of ways that sorority members can resist the thin-ideal, and f) selected a self-affirmation homework exercise (e.g., making a pact with a friend to stop negative body talk, accepting a compliment).
Media Advocacy. In session one, MA groups viewed a second video regarding the portrayal of women in advertisements, with intermittent opportunities for group members to discuss the video. In MA session two, group members a) addressed the influence of media in perpetuating the thin-ideal, b) discussed strategies for resisting pro-thin-ideal media messages and identified costs associated with pursuit of the thin-ideal, c) viewed and discussed a video highlighting ED health risks, and d) made a list of strategies to resist media messages.
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The Study. New members who agreed to participate in the study completed a consent form and baseline questionnaires during the large group orientation session (February 2005 or February 2006 . Members were informed they could pretend to fill out the questionnaires and submit a folded blank questionnaire and blank consent form to reduce coercion. Members generated their own ID numbers so that we could not link data to particular members. Postintervention measures were administered at the end of the second session in small groups and at 7-week and 8-month follow-up 2 . We collected follow-up data at weekly sorority meetings or during individual time slots if participants decided to not attend their meeting.
Peer-facilitator Training. PLs, who had previously been a participant in either CD or MA, were recruited through an information session. Members were asked to self-screen and not serve as PLs if they believed they had significant ED concerns; referrals for ED treatment were provided to any interested member. Facilitators completed two 4.5-hour training sessions, which were led by a licensed psychologist (CB) and sorority RAs, all of whom had prior experience as PLs. PLs trained in "teams" of three to four, with three teams attending each training session. We trained six teams in each intervention per year. PLs received an intervention protocol, and each team led one slightly abbreviated session while the other two teams served as participants in order to simulate a real session. Thus, altogether each team led each session once and participated in each session twice. After each mock session, PLs received 30-minutes of supervision aimed at increasing adherence and developing group leadership skills.
Sessions were audiotaped to assess PLs adherence to the protocol. Each tape was rated by two trained RAs (kappa range = .66 to 1.0 with 97% -100% agreement between raters, kappa M = .87). All groups during both years of the program evidenced acceptable adherence to protocol.
Measures
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Dependent variables included thin-ideal internalization, body dissatisfaction, dietary restraint, and bulimic pathology. Due to the unfunded effectiveness nature of this study, we were limited to self-report measures to assess these constructs. In order to compare results of this study to previous trials, we employed similar measures as those used in Becker et al. (2006) .
Thin-ideal internalization was assessed by the Ideal Body Stereotype Scale -Revised (IBSS-R; Stice & Agras, 1998) . This ten item measure assesses belief about the ideal appearance characteristics of women. Body dissatisfaction was assessed by the Body Shape Questionnaire (BSQ; Cooper, Taylor, Cooper, & Fairburn, 1987) , which measures the degree of unhappiness with body appearance over 28 days using a 6-point likert scale. Restraint was assessed by the restraint subscale of the EDE-Q (Fairburn & Beglin, 1994) , which assesses eating behaviors and attitudes from the past 28 days. We also used a bulimic composite score derived from the diagnostic items on the EDE-Q to assess ED pathology. Internal consistency for all measures was good (IBSS-R α = .86, EDE-Q restraint α =.84, EDE-Q bulimic α = .79, BSQ α =.97).
Statistical Analysis
Analyses were conducted intent-to-treat using full information maximum likelihood estimation. One way analysis of variance (ANOVA) revealed no significant baseline differences between groups for age or BMI (see Table 1 for demographics). Similarly, we found no baseline differences for dependent measures. Skewed BSQ, EDE-Q restraint and bulimic composite data were normalized for statistical analyses using a logarithmic transformation.
Members were determined to be high-or low-risk based on level of body dissatisfaction using a median split on baseline BSQ scores (Mdn = 85), a strategy we have used previously (Becker et al., 2005 Table 3 for statistics). We also found a time by group by risk status interaction, suggesting that high-and low-risk members reacted differently to CD and MA across time. Post-hoc analyses indicated that high-and low-risk members responded similarly to CD as indicated by a time effect and lack of interaction (Table 4) . Highrisk members showed greater response to MA, however, as indicated by a time by risk status interaction (Table 4 ) and 8-month follow-up effect sizes ( Table 2 ).
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Thin-Ideal Internalization. We found a linear time effect for internalization (Table 3) .
Within group effect sizes indicated that all groups reduced internalization over time (Table 2) , although internalization effects faded slightly at 8-months. Results also showed a risk status effect, with high-risk members showing greater internalization.
Body Dissatisfaction. We found a linear time effect, and a risk status effect. High-risk members had greater body dissatisfaction. We also found a time by risk status interaction and a time, group, and risk status interaction (Table 3) . Post-hoc ANOVAs indicated that low-and high-risk members responded similarly to CD as indicated by a time effect. Members responded differently to MA, however, as indicated by a time by risk status interaction (Table 4) . High-risk members showed significantly greater response to MA (Table 2) .
Bulimic Pathology. This scale showed a time and a risk status effect, with high-risk member reporting greater bulimic pathology. We also found a time by risk status interaction and a time by group by risk status interaction (Table 3) . Post-hoc ANOVAs indicated that both lowand high-risk members responded to CD as indicated by a time effect (Table 4) . Although a time effect indicated that both low-and high-risk members improved in MA, high-risk members responded better over time, as indicated by an interaction.
Onset of New Cases. Two baseline asymptomatic members, one each from CD and MA, met criteria for EDNOS at 8-month follow-up. Three members (CD n = 1; MA n = 2) who were subthreshold baseline ED cases worsened during the study, but did not meet full ED criteria.
Discussion
Results from this study partially support those found in Becker et al. (2006 We also explored whether or not low-and high-risk members responded differentially to peer-led CD and MA. This is important for several reasons. Meta-analyses suggest that high-risk samples are associated with larger effect sizes (e.g., Stice & Shaw, 2004) , suggesting that if one's goal is to maximize effects then one should use high-risk samples. Indeed, post-treatment assessment only within-group effect sizes for Stice et al. (2006) are consistently larger than equivalent waitlist effect sizes for Becker et al. (2005) , likely because high-risk samples have greater regression to the mean and fewer problems with floor effects. This also is seen on Table   2 , which lists follow-up assessment-only effect sizes for these studies. Many social systems, however, prefer to target both high-and low-risk members. Thus, researchers who study the dissemination of efficacious interventions under naturalistic conditions may find pressure to include mixed-risk samples, even when the efficacy work was completed only with high-risk populations. Given that few trials of CD have included mixed-risk populations, and given that this is only the second study to investigate peer-led CD, it seems important to determine whether both low-and high-risk members benefit. Results indicated that both low-and high-risk Effectiveness of Peer 13 members decreased thin-ideal internalization in response to both CD and MA. For the remaining three variables, we also found no significant difference in low-and high-risk members' response to CD. In contrast, while high-risk members benefitted from MA, low-risk members in MA evidenced a small but negative effect on three risk factors. One interpretation of this finding is that low risk members in MA evidenced regression to the mean, which was prevented by CD.
Overall, results support the use of peer-led CD in mixed-risk populations. Although effect sizes in this study are somewhat smaller than in the most well-controlled trial of CD (Stice et al., 2006) , we view them as positive given methodological differences between the studies. As noted above, high-risk populations such as those used by Stice et al. typically yield larger effect sizes. This study, in contrast, relied on a mixed-risk sample along with a semi-mandatory design, which is not uncommon when prevention programs are moved into naturalistic conditions. Thus, participants may have been somewhat less motivated than in voluntary programs. Further, Stice et al. employed a 3-session version of CD and used diagnostic interviews, which may produce larger effect sizes (Stice, Fisher, & Martinez, 2004) . Finally, this study used non-clinical, undergraduate group leaders. Though audiotapes indicated that adherence to the manual was very good, PLs lack helpful background when responding to individuals who are highly committed to the thin-ideal. In sum, given the real world elements included in the present study, we suggest that the results speak favorably about the utility of CD in naturalistic settings.
This study has a number of limitations, many of which are related to the effectiveness nature of this research. First, because the interventions are run within a single social system, there is risk for spillover effects. Being a member of a sorority system which collectively tries to reject the thin-ideal on an ongoing basis may eliminate some differential intervention effects.
The fact that we did observe differential response, however, suggests that spillover effects are Effectiveness of Peer 14 not fully negating intervention effects, although they may be weakening them. Second, it would have been preferable to use structured interviews instead of self-report, and to not rely on selfreport height and weight. Third, it is not clear to what degree results will generalize to other social systems, such as residential or more ethnically diverse sororities, or athletic teams. Fourth, the high level of study participation may indicate that members felt demand to participate and possibly respond in certain ways, despite attempts to reduce coercion. In speaking with members, however, our sense is that members feel that filling out the questionnaires is a minor issue given that they are expected to attend the sessions. They also value the confidentiality created by selfgenerated ID numbers. Fifth, because of the participatory nature of this research, RAs were not blind to the study hypotheses. The PL's who run the groups, however, are blind. The short follow-up is also major limitation. Finally, a no treatment control would strengthen this study.
Despite these limitations, however, this study provides further support for the effectiveness of CD, and indicates that delivery with well trained endogenous providers is feasible. Table 2 .
Means, Standard Deviations, and Follow-up Effect Sizes for Dependent Measures
Pre-tx Post-tx 7W follow-up 8-month Follow-up that a different measure was used to assess this construct in the comparison studies (Becker et al., 2006; Stice et al., 2006; Becker et al., 2005) listed on this table.
Effectiveness of Peer 22 Method used to implement the random allocation sequence (e.g., numbered containers or central telephone), clarifying whether the sequence was concealed until interventions were assigned.
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Statistical methods 12 Statistical methods used to compare groups for primary outcome(s); Methods for additional analyses, such as subgroup analyses and adjusted analyses.
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13 Flow of participants through each stage (a diagram is strongly recommended). Specifically, for each group report the numbers of participants randomly assigned, receiving intended treatment, completing the study protocol, and analyzed for the primary outcome. Describe protocol deviations from study as planned, together with reasons.
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Adverse events 19 All important adverse events or side effects in each intervention group.
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